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GENERAL CRITERIA

ALL rehabilitation services require prior approval from  M edicaid.  This attachm ent to the Hospita l M anual

specifies the requirem ents and criteria for rehabilitation services.

EXPLANATION OF CODES

Follow ing is an explanation of colum n heading and codes found on the Rehabilitation Services Tables. 

DRG Diagnosis Related code

DIAGNOSIS Description of the DRG  code  

AGE M edicaid covers rehabilitation services from  birth through any age.

PA Prior Authorization is required by M edicaid. Refer to PRIOR AUTHO RIZATION

REQ UIREM ENTS FO R REHABILITATIO N SERVICES on next page.

DISEASE SPECIFIC CRITERIA Specific inform ation and criteria required by M edicaid before the item

will be reim bursed. 

OUTLIER Description of the outlier threshold

COMMENTS Reserved for future use
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PRIOR AUTHORIZATION REQUIREMENTS FOR REHABILITATION SERVICES

A. Inpatient hospita l intensive physical rehabilitation services are covered M edicaid services, as specified in

R414-2B, U tah Adm inistrative Code.

B. O utpatient rehabilitation is lim ited to individual clients who qualify for the service.  Prior authorization m ay

be given based on established criteria.  O utpatient therapy (OT, PT, Speech) is an optional service w ith

a lim ited num ber of visits.  Inpatient rehabilitation therapy service is intended to provide the therapy

necessary to allow  the patient to function w ithout excessive outpatient fo llowup therapy; and therefore, the

m axim um  therapy service the patient can have under the D RG  should be provided.  Failure to provide th is

needed therapy during the patient’s inpatient stay m ay affect the patient because adequate outpatient

therapy visits m ay not be available.

C . For approval, rehabilitation services m ust m eet the fo llow ing criteria:

(1) The patient is m edically/surgically stable and requires 24-hour nursing care or supervision by

a registered nurse w ith specialized training in rehabilitation.  

(2) The patient requires c lose m edical supervision by a physician w ith specialized tra ining in

rehabilitation.

(3) This is the patient’s first adm ission, o r the  patient has developed a new problem  which now

m eets m edical necessity for rehabilitation adm ission.  

(4) The patient has a  reasonable expectation of im provem ent in his/her activities of daily living

which are appropriate for h is/her chronological age and developm ent that w ill be of significant

functional im provem ent w hen m easured against h is/her docum ented condition at the tim e of

the in itia l evaluation.

(5) For review of prior authorization, a worksheet w ith the fo llow ing m edical record docum entation

m ust be subm itted:

a. The physiatry or physical m edicine history, physical, and  discharge sum m ary and

nursing assessm ent.

b. The hospita l d ischarge plan w ith rehabilitation, short and long term  goals, and num ber

of hours of therapy estim ated for any given discipline.

c. The patient’s physical, cognitive, and sensory capacity allows active participation in an

intense rehabilitation program  (5 ½  days/week) which includes a m inim um  of three

hours of physical therapy and at least one other discipline (i.e. O T, Speech, etc.) which

w ill restore function rather than m aintain existing function at the tim e of adm ission.

1. Subm it the function independent m easurem ent (FIM ) score for OT and PT pre-

injury and rehabilitation adm ission status w ith discharge goal.

2. Subm it the FIM  score for Speech therapy w ith audiology score, if available.
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D . The physician or his/her designee m ust in itiate the request for prior authorization no later than

the 5th working day after adm ission to the Rehabilitation Unit.  The request m ust be sent in by

FAX w ith  a ll the pertinent inform ation outlined in item  C .  If request is subm itted w ithout a ll

required docum entation, the request w ill start from  the date of receipt rather than date of

adm ission.  Rem inder: C overage requirem ents apply ONLY when the M edicaid client is

assigned to a Prim ary Care Provider or not enrolled in a m anaged care plan.  M edicaid does

NOT process Prior Authorization (PA) requests for services to be provided to a M edicaid client

who is enrolled in a capitated m anaged care plan when the services are included in the

contract w ith the plan.  P roviders requesting PA for services to a client enrolled in a m anaged

care plan w ill be referred to that plan.  

Fax number is: (801) 538-6382

E. At  receipt of the FAX, a decision w ill be m ade by M edicaid staff regarding the appropriateness

of the adm ission.  The provider w ill be inform ed by fax of the decision.  A  letter of approval,

denial or pending status w ill be m ailed to the provider.

F. Notice of R ights

(1) The M edicaid agency w ill g ive advance notice in accordance w ith State and Federal

regulations whenever paym ent is not approved for services which prior authorization

was requested.  The notice w ill specify (1) the service(s) and reason(s) for which the

authorization was not g ranted, (2) the regulations or rules which apply, and (3) the

appeal rights of the provider.

(2) The physician and/or hospita l m ay not charge the patient for services that are denied

(1) because the provider failed to advise the patient that the services were not a

covered M edicaid benefit, (2) because the provider fa iled to fo llow  prior authorization

procedures, or (3) because paym ent has been denied.  The provider m ay charge the

patient for services that are not covered by M edicaid only when the provider has

advised the patient in advance that the services are not covered  and the patient has

agreed in writing to pay for the services.  Refer to Section 1, Chapter 6 - 9, Exceptions

to Prohibition on Billing Patients.
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QUICK REFERENCE FOR REHABILITATION SERVICES

DRG SERVICE PA CRITERIA

800

801

802

803

804

All  rehab services yes #Physician or his/her designee m ust in itiate the request for PA

no later than the 5th working day after adm ission to the Rehab

Unit. 

Required written docum entation on the faxed worksheet m ust

include:

-physiatry history and physical, inpatient discharge sum m ary

-nursing assessm ent

-hospital discharge plan w ith rehabilitation, short and long term

goals which include the expected num ber of hours of therapy

estim ated for any given discipline.

-a statem ent that the patient’s physical, cognitive, and sensory

capacity allows active participation in an intense rehabilitation

program  (5 ½  days/week) which includes a m inim um  of three

hours of physical therapy and at least one additional d iscipline

(i.e. OT, speech therapy) which w ill restore function rather than

m aintain existing function ast the tim e of adm ission.

-a copy of functional independent m easurem ent (FIM ) score for

O T and PT pre-injury and rehabilitation adm ission status w ith

discharge goal(s).

-a copy of the FIM  score for Speech therapy w ith audiology

score, if available. 
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SPINAL INJURY -- PARAPLEGIA

DRG DIAGNOSIS A
G
E

PA DISEASE SPECIFIC CRITERIA OUTLIER COMMENTS

800 Spinal in jury

resulting in

paraplegia

all yes Patient has paralysis of two lim bs or

half of the body related to traum a or

disease of the spinal cord.

M ay be com plicated by:

#Pressure sores

#Urological com plications (UTI,

dysreflexia)

#Respiratory com plications

#Contractures

#Spinal/skeletal instability

The outlier

threshold is

calculated by

m ultip lying the

ALO S by 130% .

SPINAL INJURY -- QUADRIPLEGIA

DRG DIAGNOSIS AGE PA DISEASE SPECIFIC CRITERIA OUTLIER COMMENTS

801 Spinal in jury

resulting in

quadrip legia

all yes Patient has paralysis of all four lim bs. 

M ay be com plicated by:

#Pressure sores

#Urological com plications (UTI,

dysreflexia)

#Respiratory com plications

#Contractures

#Spinal/skeletal instability

The outlier

threshold is

calculated by

m ultip lying the

ALO S by 130% .
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TRAUMATIC BRAIN INJURY (TBI)

DRG DIAGNOSIS AGE PA DISEASE SPECIFIC CRITERIA OUTLIER COMMENTS

802 Traum atic

brain injury 

all yes M ust have docum ented two or m ore

neurological deficits such as:

1. Dysphagia

2. Dysphasia

3. Paralysis

4. V isual d isturbances

5. Cognitive deficit

The outlier

threshold is

calculated by

m ultip lying the

ALO S by 130% .

STROKE   (CVA)

DRG DIAGNOSIS AGE PA DISEASE SPECIFIC CRITERIA OUTLIER COMMENTS

803 stroke

(cardiovascular

accident) 

a ll yes 1.  Treatm ent m ust begin w ith in 60

days after onset of stroke.

2.  Patient has sustained focal

neurological deficit.

The outlier

threshold is

calculated by

m ultip lying the

ALO S by 130% .
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OTHER DIAGNOSIS

DRG DIAGNOSIS AGE PA DISEASE SPECIFIC CRITERIA OUTLIER COMMENTS

804 O ther (m ay include

appropriate

readm issions for

Q uads & Para's).

Sam ples of other

conditions which m ay

require intensive

inpatient rehabilitation

program :

1. Am yotrophic lateral

sclerosis (ALS)

2. G uilla in-Barre

Syndrom e

3. M ultip le Sclerosis

4. M elopathy

(transverse m yelitis

infarction)

5. M yopathy

6. Parkinson's

D isease

7. Peripheral

neuropathy,

chronic

8. Peripheral

neuropathy, sub-

acute

9. Post m eningo-

encephalitis

10. Post surgery

a. Brain

 b. Spinal

11. Com plicated

fractures

12. Arthritis &

Rheum atic

disease

13. M ajor m ultip le

traum a

14. Burns

all yes Patient w ith m arked physical

im pairm ent secondary to a variety

of problem s such as traum a,

surgery, chronic disease, and

m alnutrition or a com bination of

factors that can be expected to

im prove w ith a com prehensive

physical restoration program .

10. Post surgery

a. Brain: 

M ust have com plicating m edical

condition which requires close

m edical supervision by a

physician w ith resulting m uscular

skeletal deficit.

14. Burns:

D isability due to burns involving at

least 15%  of the body.

The outlier

threshold is

calculated by

m ultip lying the

ALO S by

130% .
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